
0, 

Attachment 3.1-B 

Page 4 (a) 


State Illinois I 
9. Community Mental Health Services 


Mental Health Services are to be provided toeligible recipients who 

require such services: 


1. 	 to effectively manage current symptoms of mental illness through 
, treatment or rehabilitation programs; 

2. 	 to promote growth or maintenance of independent functioning following 

episodes of institutionalization; 


3. 	 to prevent deterioration in independent role functioning which may 

result in inpatient treatment; or 


4. 	 to relieve personal distress and stabilize functioning following crises 

which may reduce the clientsability to functionindependently. 


All services will be provided by or under the direct supervision of a Qualified 
Mental Health Professional. The QMHP may be a registered psychologist; a 
registered, certified social worker; a licensed RN; a registered occupational 
therapist; or an individual who holdsa masters degree or higher inpsychology, 
sociology, or counseling and who is certifiedor registered by a recognized 
national or State certification board or commission. In addition, all 
Qualified Mental health Professionals must have a m i n i m u m  of one year of 
relevant work experience. 

All services must be provided in a community setting which is certified by the 

Illinois Department of Mental Health and Developmental Disabilities. Clinics 

which are not certified are not eligible to provide services under this 

provision of the State Plan. 


si a l l  services under this section of the Plan must be provided under the 
direction of a fully licensed physician. The physician must review and approve
the treatment plan whenever significant changes in theplan occur, or at least 

hi bo: 09 
once every six months for adult recipients and at least everythree months for 

b children andadolescents.4% Community Mental Health Services will include only the following services: 

F i  1 . Assessment - Assessments will be provided to determine the condition of the8 % d
r Z 4 G  recipient and the nature and extent of services required. Mental Health 
8 8 8  assessments, Psychiatric assessments, and Psychological assessments may be
at55 provided to obtaininformation on the nature and extent of presenting 


problems and the presentlevel of functioning of clients.
;lsii . Treatment Plan Development and Modification- An individual treatment plan
00 must be providedwithin 30 days of the initiation of service for all 

* r w - clients served under this section. The individual treatment plan must9 3 s  state the overall goals of treatment and shall indicate the specific mental 
2 l z  health services to be provided. The plan must be developed or approved by 

5 9 2 a physician, and must be reviewed and modifiedm a )  as necessary, but at least 
' 3  every six monthsfor adults and three monthsfor children. 



Attachment 3.1-B 

Page 4 (b) 


State Illinois 


. 	Psychotropic MedicationMonitoring and Training - Monitoring of 
Psychotropic medicationsand training of clients in selfmedication may be 
provided by RNs as part of community mentalhealth services. The 
monitoring will includerecording of medications prescribed and taken by 
the client; observation of the effectivenessof medication; observationof 
any side effectsresulting from the medication;and assurance that 
medication is being used inaccordance with the prescriptionand in 
accordance with sound medical practice. Training shall be provided to 
clients by RNs to promote self medication, andwill includetraining on 
side effectsand adverse reactions;proper dosage; proper timing of 
medication; storing and safeguardingmedication; and communication with 
mental healthprofessionals regarding medication issues. 

. 	Crisis Intervention- Crisis intervention shallbe provided to clients who 
are experiencing apsychiatric crisis. The service is intended to reduce 
symptomology, stabilize and restore the client toa previous levelof role 
functioning and to assist the client in functioning in thecommunity. 

Services include immediate mental health assessment; brief and immediate 

therapy; and referral or linkage to appropriate mental health
services. 


. 	Psychiatric Therapy - Psychiatric and psychological therapy will be 
provided to clientswho require interpersonal therapy to promote growth in 
role functioningin order tomaintain theclient's functioning in the 
community. Services available include individual therapy, group therapy, 
and family therapy. 

. Day Treatment - Day treatment shall include servicesprovided on an 

integrated, comprehensive schedule
of recognized psychiatric treatment 
addressing at least three areas of dysfunction: psychological, 
interpersonal and primary role dysfunction. Services will include: (1) 
intensive stabilization, provided ina structured environment, toresolve 
short term problemsor crises which could lead toinstitutionalization; and 
( 2 )  extended treatment services focused onthe development of interpersonal 
and living skills torestore client functioning and facilitate reentry into 
the family and community. Both services will include elements of therapy, 
skills development and training, andassessment and treatment planning. 

. Case Management - Case management serviceswill be provided to assist 
mental health servicesclients in gaining access to and to collateral 


services which willcompliment mental health services. The case manager 

will also assure the appropriateness
of mental health services provided, 

and will review the results of treatment to assure that services are 

effective. 
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METHODS AND STANDARDSFOR ESTABLISHING P A Y "  RATES - OTHER TYPE OF CARE - BASIS 
FOR REIMBURSEMENT 

16. 


17. 


18. 


19. 


20. 


21. 


22. 

i- . _  

APPLIANCES/PROSTHESES: Most reasonable cost for the item which will 

adequately meet the client's needs. Most reasonable cost is based on the 

lowest of two or three estimates given prior to purchase. 


MEDICAL SUPPLIES ANDEQUIPMENT: Medical Supplies- Reimbursed at 
Department's maximum rate (cost plus 50%) .  Medical Equipment - Lowest 
price available in the geographic area where theclient resides. 


TRANSPORTATION: Lesser of charges or Department maximum. Ambulance, 
medicar and service car provides: base rate plus mileage rate; oxygen 
add-ons may be reimbursed whenprovided in ambulance or medicars 
Commercial carrier transportationis approved on case-by-casebasis and 
reimbursed at the prevailingor a negotiated rate. 

FAMILY PLANNING: Variable maximum per visit category: initial visit, 

annual visit, routine visit, problem visit and
supply visit. 


MEDICHEK SERVICES: (Early and Periodic Screening and Diagnosis): Variable 

maximum depending upon provider type: hospital outpatient clinic facility
- Department approved outpatient rate; encounter rate clinic- Department 
approved visit rate;physician visit - Department approved rate(s). 

DIAGNOSTIC, PREVENTIVE AND REHABILITATIVE services Depending on the 

circumstances under which it is rendered, any ofthe above servicescould 

fall into the classificationof diagnostic, preventive or rehabilitative. 

Reimbursement provided for such servicesis made in thesame manner as 

described for Items1 through 19. 


COMMUNITY MENTAL HEALTH SERVICES: The amount approved for payment for 
mental healthclinic services shallbe based onthe typeand amount of 
service required by and actually delivered to a client: The amount is 
determined in accordance with theprospective rates developed by the 
Department of Mental Healthand Developmental Disabilitiesand as adopted 
by the Department of Public Aid for Medicaid reimbursable services. The 
adopted rate shall not exceed the chargesto the generalpublic. 

A statewide rate shall be established annually for eachcategory of 

service. New statewide rates shall reconcile the prior years rate to 

actual cost and include an update forinflation. Services will be 

reimbursed on the basis of hourly cost, prorated to theappropriate units 

of time for each service. Units of service are indicatedbelow. 


1) Complete assessment - three hours 
2)  Treatment Plan Developmentand Modification - quarter hour 
3) Medication Monitoringand Training - quarter hour 
4) Crisis Intervention - quarter hour 
5 )  Day Treatment - hourly 
6) Case Management - hourly 
7) Psychiatric and Psychological Therapy - quarter hour 

Rates forgroup and family therapy will assume multiple clientsper 

session, and will distributethe hourly staffcosts acrossthe multiple

participants. 
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Hospice care i s  a coveredservicefor  all e l i g i b l e  c l i e n t s ,  i n c l u d i n g  r e s i d e n t s  of 
intermediate  and s k i l l e d  care f a c i l i t i e s ,  when provided by a Medicare c e r t i f i e d  
hospice provider  and in  accordance with provis ions contained in  42 CFR 418.1 
through 418.405. 

AB add-on payment will be made f o r  t h o s e  c l i e n t s  r e s i d i n g  i n  ICF o r  SNF f a c i l i t i e s  
t o  cover room andboardchargespayable by the hospice provider. 

Medicaid payment t o  a hospice provider for  care furnished over  the per iod of a year 
shall be l imi t ed  by a payment cap as set f o r t h  i n  42 CFR 418.309. 

Covered servicesundertheHospice Program include: 

O nursing tare 

O physician services 

O medicalsocial  services 

O s h o r t  term i n p a t i e n t  care 

O medicalappliances,supplies anddrugs 

O home h e a l t ha i d e  services, and 

O therapyandspeech-languagepathologyservices t o  c o n t r o l  symptoms. 


There are f o u r  l e v e l s  of care i n t o  whicheachdayof care is c l a s s i f i e d :  

Routine Home Care. The hospice w i l l  bepaid the rou t ine  home care rate for 

each day the pat ient  is at home, underthe care of thehospice,andnot 

receivingcontinuous home care. This rate is paidwithoutregardtothe 

volume or i n t e n s i t y  of rout ine  home care services provided onanygivenday. 


Continuous Home Care. The hospice w i l l  bepaid the continuous home care 

rate when continuous home care  is provided. The  continuous home care rate 

is divided by 24 hours i n  o r d e r  t o  a r r i v e  a t  an  hour ly  rate. A minimum of 

e i g h t  ( 8 )  hours must beprovided.Foreveryhour or p a r t  of anhour of 

continuous care furn ished ,  the  hour ly  rate w i l l  be reimbursed t o  t h e  h o s p i c e  

up t o  24 hours a day. 


Inpa t ien t  Respi te  Care. The hospice w i l l  be paid a t  t h e  i n p a t i e n t  rate f o r  

eachdayonwhich the  benef ic ia ry  i s  i n  a n  approved i n p a t i e n t  f a c i l i t y  and 

i s  rece iv ingresp i tecare .  Payment for r e s p i t e  care may be made f o r  a 

maximum of f i v e  ( 5 )  days a t  a time, inc lud ing  the  da t e  of admission,butnot 

countingthe date of discharge.  Payment f o r  t h e  s i x t h  dayandany 

subsequentdays i s  t o  be made a t  t h e  r o u t i n e  home care rate. 


GeneralInpatient Care. Payment a t  t h e  i n p a t i e n t  rate w i l l  bemade when 

gene ra l  i npa t i en t  care i s  provided. None of t he  o the r  f ixed  payment rates 

(i.e.,  rou t ine  home care) will be appl icable  for a day onwhich t h e  p a t i e n t  

rece ives  hospice  inpa t ien t  care excep t  fo r  t he  day of discharge from an 

i n p a t i e n t  u n i t .  I n  which case, theappropr ia te  home carerate i s  t o  be paid 


t h ep a t i e n t  as and i e s  inpa t i en t .  I .. 
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AMOUNT, DURATIONAND SCOPE OF SERVICES PROVIDED 

MEDICALLY NEEDY GROUP: 	 MEDICALLY NEEDY INDIVIDUALS WHO ARE 

AFDC-RELATED AND WHO ARE AGE 18OR OVER AND 

NOT PREGNANT 


The following ambulatory services are provided. 


. Hospital emergency room visits 
. Clinic, including Rural health 
. Physician 
. Home Health Agencies 
. Medical equipment and suppl ies  (durable and non-durable) 
. Eyeglasses,prostheticdevices 
. Laboratory and x-ray, including Cat Scans 
. Transportation 
. Familyplanningservices 
. Optometrist services and supplies 
. EPSDT 


In addition, hospital outpatient services, dental services and prescribed 

drugs are provided. 
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AMOUNT, DURATION AND SCOPE SERVICES PROVIDED
OF 


MEDICALLY NEEDY GROUP: MEDICALLY NEEDY INDIVIDUALS WHO ARE AFDC-RELATED 
AND WHO ARE AGE18 OR OVERAND NOT PREGNANT 

1. services
Provided 

than those provided in an institution 
 17
for diseases
mental tuberculosis
or 


2.a. Outpatient
hospital services 


2.b. 	 Rural health clinic services 

and other ambulatory services 

furnished bya rural health 

clinic 


3. 	 OtherlaboratoryandX-ray 

services 


4.a. 	 Skilled nursing facility services 

(other than services an insti­

tution for tuberculosis or mental 

diseases) for individuals21 years' 

of age or older 


*Description providedon attachment. 


NO limitations 

With limitations" 

/= 	 Provided 

7 Nolimitations 
1x/ Withlimitations* 

/x7 Provided 

a No limitations 

With limitations* 

E/ 	 Provided 

U NO limitations 

/x/ Withlimitations* 

/x/Provided 


1 3  No limitations 

/x Withlimitations* 

e 

.- Date---

TF4 # 83-25 i . 

SupersedesDateApproval /h,3/57{ 10-10-83 
TN # ,$/-~ 2 L )  
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OUTPATIENT HOSPITAL SERVICES 


1. 	 Outpatient hospital services are covered for surgical procedures and related 

ancillary services, renal dialysis, outpatient follow-up
of second and third 

degree b u m  treatment provided by the hospital burn unit, and cancer 

treatment, including chemotherapy, radiation therapy and ancillary services. 


2. 	 Physician, lab and x-ray, and cat scans are coveredin any setting. 
(EXCEPTION: A total body scan is only providedanininpatient hospital 
setting.1 

3. 	 Emergency treatment in the hospital emergency room is unlimited�or true 

emergency diagnosis, care and treatment. 


TN # 83-25 
SupersedesApproval Date ,/3,?j# 10-10-83 
TN I\ g/-,ILL: 
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3.  	 Other laboratory and x-ray services. Full mouth series of x-rays are 
covered only once every three years. 

Total body scans only when provided in an inpatient hospital setting.
No 

separate payment is made for the scan (included in hospital per diem). 

Physician fee for interpretation
is paid. 


TN # 83-25 

Supersedes Approval Date /,LL3/2g Effective
Date 10-10-83 
TN # ,g/-
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AMOUNT, DURATION AND SCOPE
OF SERVICES PROVIDED 


MEDICALLY NEEDY GROUP: 	 MEDICALLY NEEDY INDIVIDUALSWHO ARE AFDC-RELATED 
AND WHO ARE AGE 18OR OVER AND NOT PREGNANT 

4.b. Early and periodic screening and i@7 Provided 
diagnosis of individuals under 

21 years of age, and treatment 

of conditions found 


4.c. 	 Family planning services and 

supplies for individuals of 

child-bearing age 


-/X/ No limitations 


1-7 	 Withlimitations*(in 
accordance with federal 
requirements) 

/z/
Provided 


/X/ NO limitations 


/7 Withlimitations* 


5 .  	 Physicians'serviceswhetherfurnished E/ Provided 
in the office, the patient's home, a 
hospital a skilled nursing facility 1 7  NO limitations 
or elsewhere 

1x7 Withlimitations* 


6 .  	 Medical care and any other type of 
remedial care recognized under State 
law, furnishedby licensed practi­
tioners within the scope of their 
practice as definedby State law 


a. Podiatrists'Services El Provided 

NO limitations 


1 1  Withlimitations* 

*Description provided on attachment. 


TN # 83-25 
Approval //(:3/>d Effective 10-10-83SupersedesDate Date 

TN t ,F/-..LC 
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AMOUNT, DURATIONAND SCOPE OF SERVICES PROVIDED 

MEDICALLY NEEDY GROUP: 	 MEDICALLY NEEDY INDIVIDUALSWHO ARE AFDC-RELATED 
AND WHO ARE AGE 18 OR OVER AND NOT PREGNANT 

b. Optometrists' Services /x/ Provided 

13 NO limitations 

With limitations* 

c. 	 Chiropracters'Services Provided 

1-7 No limitations-
117 Withlimitations* 

c


d.  	 Other Practitioners' Services 1-f Provided 

0 NO limitations 
1 3  Withlimitations* 

7. HomeHealthServices 

a. Intermittent nursing
or
part-time Provided 
service providedby a home health 
agency or by a nurse NO Limitationsregistered 

when no home health agency exists 


area the in limitations*
/a With 

-
health services
b. Home aide pro- /x/ Provided 

vided by a home health agency ­
1-1 No limitations 

TN # 83-25 

SupersedesDate ,LL9/g/ Effective
Approval Date
10-10-83 

TN 4) g/- a' 


